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CHAPTER I
INTRODUCTION
Recently the discipline of sociology of medi
cine
1
has emerged, as behavioral scientis
ts have beFun to systematically study the institution of mefi
cine.

Y.edical

personnel have also come to realize that
the individual
is

. . not an isolated biological entity.

They are now

taking into fuller account the social,
emotional, and cultural factors in . . . illness, disease,
and physical dieorders which they treat.
Growth of this relationship has produced
diverse
and at times conflicting views of the rela
tionship of
sociology to medicine.

Strauss distinguishes the "soci-

ology of medicine" and

socloloay In medicine."

"Sociology

af medicine" emphasizes a broad theoreti
cal orientation
toward the medical ccmplex that is of gene
ral interest to
1

For a well-written and documented detailed
report
of the history of the relationship between soci
oloay and
medical science see: Milton I. Roemer and Ray
H. Ening,
"Social Research in Medical Care," Journal
of Health and
Human Behavior, IV (Spring, 1963
), 49-68; Robe7T-7Trauss
and John A. Clausen, "Health, Society and the
Social Sciences," Annals, CXLVI (March, 1963), 3.
2A. - R. pAngus, "Medical Sociology," SocioloFv and
Social Research, XXXIX (February,
1955), 156.

'

2
the field of sociology.

"Sociology inmedicine" becomes

more of a research organ for medical
science itself, focusing on specific questions of a more
pragmatic nature.Yechanic outlines the major areas of focu
s In this
relationship which includes both "sociolo
gy in medicine" and
sociology of medicine."

His framework IE as follows:

1. Distribution and etiology of dise
ase
2. Cultural and social responses to illn
ess
3. Socio-cultural aspects of medical care
4. Mortality
Social epidemiology
6. Organization of medical practice
7. Sociology of healing occupations
8. Sociology of hospitals
9. ComTunity health organization
10. Social change and health care
11. Medical education
12. Public health
13. Stress and disease
14. Social and community psychiatry
15. Health policy and politics4
This thesis will focus on what Mechanic terms "cul
tural and social aspects of medical care";
more specifically,
It is the layman's evaluation of medical practiti
oners and
practices.

Medical practices are defined as the behavior

directed toward maintenance or improvement
of health while
medical orientation designates the cognitiv
e and affective
attitudes toward health care.
Scientific medicine is defined as those practice
s
that are based on scientifically verified knowledg
e of the

3

Robert Strauss, "The Nature and Status of Medi
cal
Sociology," American Sociological Review, XXII
, o. 2
(1957), 2C0.
4.
David Mechanic, Medical Sociology: A Selected
View (New York: The Free Press, 1968), p.
4.

3
etiology and nature of disease and illness.

Non-scientific

medicine has not established this criterion of validity.
Folk practice e are considered non-scientific, as are
deviant theories of

.4 .sease and treatment, sech as chlre-

5
practic, ostecpathry, naturapathy, and faith healing.

The

5For a more detailed examination of this category
in both an analytic and popular perspective see: Gerald
Carson, One for a Man, Two for a Horse (New York: Doubleday,
1961); Ruth Cranston, The Mracle ef Lourdes (New York: The
McGraw-hill aoso.: Co., Inc., 3955); G. DeFrancesco, The FO4Er
of the Charlatan (New Haven: Yale University Press, 19777—
Ronald
Deutsch, lee :,uts AmonF- the Berries, (,;ew York:
Ballartine Books, f9771); R. J. England7"173; Aspects of
Christian Science as Reflected in Letters of Testimony,"
American Journal of Sociology, LIX (1954), 44'3-453; Jerome D.
Frank7TFa1th healing, in his book Psychotherapeutic Asnects
of Folk 'e:edicine; Lois Hoffman, "Problem Patients: The Christian sci-JITYTT7 Medical Economics, XXXII' (1956), 255-2S7;
Stewart H. Holbrook, The Golden ._&,f of Syackery (New York:
EacMillan, 1959); A. E. Homewood; 'Chiropractic," UnivernIII
of Toronto Medical Journal (February, 1961); J. E. Hulett,
Jr.7-7177-Kenny Healing Cult: Preliminary Analysis of Leadership and Patterns of Interaction," American Sociological Review, X (1945), 364-372; Hayes B. Jacobs, "Oral Roberts:
High Priest of Faith Healing," Harpers, CCXXIV (February,
1962)t 37-43; Louis C. Jones, "Practitioners of Folk Medicine," Bulletin of the History of Medicine, XXIII (SeptemberOctober, f5M7 7703; R. J. T. joy, "The Natural Bonenetters with Special Reference to the Sweet Family of Rhode
Island: A Study of an Early Phase of Orthopedics," Bulletin
of the History of Medicine, XXVIII (July, 1954), 416-441;
Weston
Barre,"
rFolk Medicine and Folk Science," Journal
of American Folklore, LV (1942), 197-203; Harold D. McDowell,
m—
Osteopathy: A study of Semi-Orthodox Healing Agency and
the Recruitment of its Clients," unpublished thesis (Chicago
University of Chicago, 1950); T. McGorkle, "Chiropractic:
A Deviant Theory of Disease and Treatment in Conteeporary
Western Culture," Human Organization, XX, No. 1 (1961), 2023; Beatrice Mangeau, Harvey L. Smith and Ann C. Maney, "The
'Granny' Midwife: Changing Roles and Functions of a Folk
Practitioner," American journal of Sociology, LXVI (1956),
497-505; G. Murray,-"'aatuiV73-Tiay--Herbalists and Naturepaths," Snectatcr, CCV (1960), 6544; Walter I. Wardwell,
"Christian Science Healing," Journal for the Scientific
Study of Religion, IV, No. 2 (1965), 175; ealter I. Wardwell,
/7- Margina1 Role: The Chiropractor," Social Forces, XXX

(1952), 339-348.

4
follo.,:ing thesis will investigate the relationship of the
two medical systems defined above and attEmpt to elaborate
on their interrelationships.

•

CHAPTER II
REVIEW OF LITERATURE
In reviewing the literature concerning scientific
and non-scientific medical orientations and practices,
first to be considered is the interactional aspect of
the patient-practitioner relationship,

secondly, the re-

lationship of scientific and non-scientific medicine will
be examined on a broader systems level.

Particular empha-

sis will be placed on socio-cultural factors influencing
the Interaction of the systems.

Further those factors

associated with a scientific as well as a non-scienYfic
medical orientation will be considered individually.
Lastly, this .-eview will identify a conceptually unclear
area present in te literature.
ihe

oientlfic medical practitioner's relationship

with the patnt has been characterized as increasingly
impersonal and secondary.

Instead of building faith in a

personal doctor, the public now seems required to exhibit
confidence in the medical profession as a whole.

This le

contrasted to the now-diminishing pattern of a "family doctor" who was physically accessible to the people of the
community and maintained personal relations with his

•if a

6
patients.

The patient, in turn, placed confidence both

1
in the doctor personally as well as his method.
Susser end Watson2 note the importance of such
interpersonal co7rmunication in the establishment cf effective .edical practice, while Foster, Simmons, and Brown3
stress that increasing social distance between doctor and
patient makes effective communication difficult and at
tines impossible.

,
Canton' and Ferguson' discuss the rise

of functional Illness being referred to t'ne scientific
medical nractitioner and point out the potential therapeutic value of close personal relationships.
This is similar to the view of Kiev and Ragler and
a
Hollingsheae who contend that one of the most important
L. lecaantara and E. Hassingen, "Contatte inh
Conception of the Physician in a Rural Setting," Rural Sociology, XXII, No. 3 (1957), 213-220.
A.

2N. W. Susser and W. Watson, Sociology in Medicine
(London: Oxford University Press, 1962,, p. 37.

3G. M. Foster, "Working with People of Different
Cultural Backgrounds," health Education Journal, XV, No. 2
(1957), 63-71; Ozzie G. Simmons, rrImplications of Social
Class for Public Health," Human Organization, XVI, No. 3
(2957); Jack Brown, "Some Changee in Mexican Village Curing
Practices Induced by Western Medicine," America Indigina,
XXIII (April, 1963),I 93-120 as quoted in Nancie Soben Gonzalez, "Health Behavior in Cross-Cultural Perspectives: A
Guatemalan Example," Human Organization, XV, No. 2 (Summer,
1966), 122-125.
4 Louts J. Cantoni and Lucile Canton', "Focusing on
the Untreatable Emotionally Disturbed," Medical Times,
heDoctorLXXXXIX, No. 12 (1969), 1298-1301; R. S. Ferguson,
Patient Relationship and Functional Illness," The Practitioner,
CLXXVI (June, 1956), 659-62.
'Ari Kiev, "The Psychotherapeutic Aspects of Primitive
Medicine." Human Or anization, XX, No. 1 (1962), 25-62; Ragler
and Hollingshead, The Puerto Rican Spiritualist as a Psychiatrist," American Journal of Sociology, LXVII (1961), 17-21.

7
aspects of folk medicine is that just such a therapeutic
relationship exists.

McLean - observes that the relationships

with folk healers take place in a reassurirw atmosphere and
tt"

fanetion therapeutically.

Gould notes that such a social

experience is often the crucial variable for patients even
though this ". . . very aspect which from the standpoint of
the ideology of modern social interaction Is not supposed
to be allowed to stand in the way of maintaining Food
health."7
It is from such a perspective that social acects
of the practitioner-patient relationship are important.
Lack of personally satisfying interaction can have an effect upon behavior concerning medical care.

Coe and Wesson

state that those who ". . . complain most about doctors . .
were more likely to seek care from chiropractors and faith
healers."8
One may conclude, then, that the practitionerpatient relationshili is an integral part of the course of
medical treatment.

The patient, in part, requires that he

be treated personally durins the course of medical care.
This personal relationship does have an effect upon the
6Catherine M. U. MacLean, "Hospitals or Healers?"
.2, XXV, No. 2 (1966), 131-139.
9
.
-E.EllztL1
.
Human 21
7narold A. Gould, "Kodern Medicine and Folk Cognition
in Rural India," Human Orwanization, XXIV, No. 3 (Fall.
1965), 2C1-2C.

8

Rodney M. Coe and A. F. Wesson, "Social-Psychological
.unity Health Resources,"
Factors Influencing the Use of Com-,
American Journal of Public Health, LV, o. 7 (1965), 1027.

degree to which the patient finds the part
icular type of
medical treatment satisfactory.

Scientific medical practice

as noted above has tended in recent
years to become more
.=ersonal, and In some cases the pati
ent might rather
reek non-scientific medical care that is
personally satisfying than seek a scientific but impe
rsonal approach in
dealing with his illness.

This view that rationality in

matters of health care need not be excl
usively scientific
is held by i:rasmus and i;olff.9 :his may
be contrasted with
the more ethnocentric view that rati:nal
ity Is to te judged
in terms of a strictly scientific approach
to health care
as expressed by Lewis and Lopreato 10
.
Concerning the interaction of the two medical
care
systems Strauss writes:
In spite of the great respect with whic
h medical
science is held, there are segments of
our population, including those living in modern urba
n communities, who rarely or never utilize the serv
ices
of medical practice, and it is rare to
find an
individual who relies entirely on scientif
ic medicine in his response to health prob
lems.11
Gould concurs in stating that:
9Charles John Erasmus, "Rationality
, the Ethnocentricism of the Pre-literate Non-scientific Illo
gical Mind,*
Southwest Journal of Anthronology, VIII
, No. 4 (1952)4
Robert J. Wolff, "Modern Medicine and Trad
itional Culture:
Confrontation on the Malay Peninsula," Huma
n Organization,
XXIV, No. 4 (Winter, 1965), 339345.
10
Lionel C. Lewis and Joseph Lopreato "Aration
ality,
Ignorance, and Perceived Danger in Medical Prac
tices,"
American Sociological Review, XXVII (August,
1262), 508-514.
11
Robert Strauss. "Sociological Determinants of
Health Beliefs and Behavior," American
Journal of Public
Health, LI (October, 1961), 1549.

9
. . . even In modern industrial societies like
our own, there is a vast pseudo-scientific apparatus thriving upon those intangible, yet
psychologically real, distresses associated with
chronic ailments which respectable medical science
9isaains.12
Hostetler in describinF old Amish medical practices further
supports this view:
Certain types of Illness are taken to the physician
and other types to the folk practitioner. . . . For
sudden illness, broken bones and wounds, or for
prernancy the physician is consulted first. For
nameless pains and long-standina disorders or for
ail:nents which do not rescond to the rhysician's
treatment . . . folk diagnosis and treatment are
sought.13
Generalizing from her Latin American studies, Gonzalez observes that along with scientifically oriented
practitioners, ". . . a',1 cultures have native practitioners
who may or may not be full time specialists in the art of
healing.

ii14

These

1.1t.'rirs agree that the scientific and

non-scientific systems do not exist as aA either/or proposition in any cultL:al setting--rather they exist simultaneously.
The patient's choice of system,5
a number of factors.

is

influenced by

For exaa:ple, Erasmus, Zola, Kina,

1^
"':Harold A. Gould, "The Implications of Technological Change for Folk and Sci_entific Medicine," American
hnthro,
.:Nologist, LIX (1957), No. 3, 507-516.
17
"
- John A. Hostetler, "Folk and Scientific Medicine
In Amish Society," Human OrFani7ation, XXII, No. 4 (1953),
269.
14,ancie L. S. Gonzalez, "Health Behavior in CrossCultural Perspectives: A Guatemalan Example," Human Oraanization, XV (Summer, 1956), No. 2, 122-125.

10
15
all stress that the
as well as Bard and Dyk,
cultural definition of the etiology of disease or illness
Is crucial to the medical system within which help is souFht.
If, for example, one perceives the cause of an illaess
spirit possession, it would be more rational to seek help
from a faith healer rather than a medical doctor.
The nature of the illness has also been suggested as
an Important part of tne process of choosirp. a system of mediBoth Gould and Hostetler sugFest that illnesses

cal aid.

that are chronic and non-incapacitating or those illnesses
that do not readily respond to scientific practices are
treated by non-scientific means.

On the other hand, those

Illnesses that are incapacitating are treated by scientific
means.16

Other literature dealing with the preponderance

of "quack" cures for cancer seem to support this notion.
Another suggestion relating to choice of medical
systems is that scientific medicine may often be considered
as treating the symptoms while non-scientific practices treat
the cause.17

From this viewpoint non-scientific practices

I. K. Zola, "Culture and Symptoms--An Analysis of
Patients Presenting Complaints," American Sociological Review, XXXI (October, 1966), 615; Stanley H. King, -Perceptions
of Illness and Medical Practice (New York: Russell Sage
Foundation, 1966); Edward Willin, "Implications of Local
Culture for Public Health," Human Organization, XVI (Winter,
a8), 16-18; Yorton Bard and Ruth Dyk, "The Psychosomatic
19,
Significance of Beliefs Regarding Courses of Serious Illness," Psychoanalytic Review, XLIII (1956), 1&6.
16
Gould, "The Implications of Technological
Change • • • ," p. (513.
17
Gonzalez, "Health Behavior .

," p. 12.

11
are seen as prophylactic.18

In any case "although individuals

may utilize the services of clinics and hospitals they do so
after everything has failed or in conjunction with native
practice."13
In focusinE on the social structure surrounding the
abovementioned systems Friedson observes that ". . . the
whole process of seeking help involves a network of potential
consultants from the intimate and informal confines of the
nuclear family through successively more select, distant,
and authoritative laymen until the professional is reached."2
Furthermore, he notes that "insofar as the cultural definitions of illness contradict those of professional culture,
the referral process will not often lead to the professional
"21
practitioner.
Other authors- have also implied that
scientific medical practices must be congruent with the
18
Nancie L. S. Gonzalez, "Beliefs and Practices
Concerning Medicine and Nutrition Among Lower-class Urban
Guatemalans," American Journal of Public Health, LIV, No. 1
(1964), 1733.
19
Ari Kiev, "Obstacles to Medical Progress in
Haiti," Human Organization, XXV (Spring, 1966), 10-15.
20
E. Friedson, "Client Control and Medical Practice,"
American Journal of SocioloFY, LXIV (196C), 377.
21
E. Friedson, "Client Control .

. ,"

p. 377.

22
See Lowell Brandner and Kearl Bryant, "Evaluation
for Conqruence as a Factor in Adoption Rate of Innovation,"
Rural Sociolou, XXIX (1964 ), PP. 288-303; Benjamin D. Paul,
Anthropological Perspectives on Medicine and Public health,"
Annals, CCCXLVI (March, 1963), 34-43; Robert J. Wolff,
r.odern Medicine and Traditional Cultures: Confrontation
on the Malay Peninsula," Hu - an Organi7ation, XXIV, No. 4

(1965), 339-345.

)4
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patient's view on the nature of illness as defined by his
socio-cultural group.
From the above literature we have seen that the
variables in-fluencing medical orientation are numerous and
diverse.
nature.

These var!ables are both social and cultural in
To date one of the most important works using such

a socio-cultural framework in studying medical orientation
is Suchman's work In Washington Heights, New York.

He states

that "stronger in-group allegiances are associated with a
higher degree of skepticism toward medical care . . . it
would seem that the stronger the social ties of an Individual,
the greater is his distrust of outside influence, including
23
medical care.'"' He further indicates that this close integration is indicative of social class position:

the lower

the class, the more negative is the orientation toward scientific medicine.24

Similar findings concerning social class

and medical practice and orientation are reported by various
other authors.25 They tend to agree that social isolation

23Edward
A, Suchman, "Social Patterns of Illness
and Medical Care," Journal of health and Human Behavior,
VI, No. 1 (1965). 2.
24Suchman, "Social Patterns

. . ," P. 5.

2
%or example see: Ray H. Paling, "Patient Participation in a Pediatric Program," Journal of Health and Human
behavior, I, :;o. 3 (196C), l83-17917-7rictors Associated with
the Acceptance of Health Practices Among Rural Families,"
Rural Sociology, XXIII, No. 2 (1958), 198-202; Harold A.
Gould, "The Implications of Technological Change for Folk
and Scientific Medicine," Arerican Anthropologist, LIX,
no. 7 (1957), 515; R. L. McNamara and E. Hassinger, "Contacts with aneConception of Physicians in a Rural Setting,
Rural Sociology, XXII, No. 3 (1957), 217; Catherine M. U.

13
Is associated with medical isolation.
In studying the effects of social group organization upon individual medical orientations Suchman found that
"cosmopolitanism" is associated with a sciantific medical
orientation while "parochialism" is associated with a popular
health orientation:
In general terms, membership in closely-knit,
ethnocentric traditionalistic communities,
friendship and family groups appear to symbolize a parochial way of life which finds
expression In the health area ac a popular or
non-scientific orientation characterized by
low factual knowledge about disease, suspicion
of outside professional care and reliance upon
members of one's own group for help and support
aring illness.26
In elaborating upon the relation of diemographic factors,
health status and source of medical care, Suchman concludes:
We have found that demographic factors and social group structure were independently relatee
to medical orientations and that demographic
factors (socto-economic status, sex, age) and
medical crientations were independently related
to source of medical ears. By and large the
MacLean, "Hospitals or Healers'i" Human Organization, XXV,
No. 2 (1966), 138; also included are the now famous polio
studies, a sampling of w'alch are: John A. Clausen, Morton A. Seidenfield and Lula C. Deasy, "Parent Attitudes
Toward Participation of Their Children in Polio Vaccine
Trials," American 12
.yrnal of Public Health, XLIV (December,
1954), 1526-1523; Lula C. Deasy, SoCIF7Economic status
Participation in the Poliomyelitis Vaccine Trial," Aaerican
Sociolatcal Review, XII (April, 1956), 185-191; Malcolm
Merrill, et a1ttitudes of Wifornlans Toward PolTemyelitis Vaccination," American Journal of Public Health,
)VIII (February, 1958), 14E-152; Leo Yorri77-17Urther
Analysis of National Participation in the Inactive Poliomyelitis Vaccination Program 1955-1961," Public Health
aerorts, LXXIX, No. 6 (196/1 ), 479; L. 3. Sill and H. F.
G111:—'Young Adults Use of the Salk Vaccine," Social Problems, VI, No. 3 (1958-59), 246-253.
26
Suchman, "Social Patterns . . . ,
4.
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type of social group structure was not found to
be related to either health status or source of
medical care/7
Furtherre, he offers the following framework for "causal"
sequence among the five sets of variables.
1 health
status

demographic I
factors

individual medical
orientations and resnonse
_J

I

Eocial Eroup
structune

ical I
care

'1
In the above review 2- we have noted the importance
of the patient-practitioner relationship.

Concerning this

relationship it has been suggested that scientific medicine
tends to be impersonal while non-scientific medicine places
more emphasis on the interpersonal aspect of this therapeutic relationship.:

Furthermore, It has been suggested

that the two medical systems are seldom ever an either/or
situation; they rather seem to interact dependirE on the
perceptions and definitions of the prospective client.
The importance of Suchman's work is that he attempts to examine medical behavior within a broad sociocultural framework.29

27Suchman,

Within this framework Suchman

.)ocial Patterns • • • ," p. 17.

22
Suchman, "Social Patterns • •

•

P. 17.

2g Suchgan, "Social Patterns • • • , it p.

15
measures medical Drientation and differentiates
between
what he refers to as a personal, popular,
folk, nonscientific, subjective, informal, lay, dependent
health
orientation and a scientific, objective, formal, profes
sional independent approach to illness and medical
care.30
Suchman uses the following indicators:
1) Knowledge about Disease (cognitive
dimension)
Thirteen questions dealing with causes, symptoms,
and prognosis of various diseases.
2) Skepticism of Medical Care (affective dimension)
Agreement is indicative cf skepticism:
"I have my doubts about some things doctors
say they can do
"When I am ill. I demand to know all the details of what is being done."
"1 beiittve in trying cat different doctors to
find one I think will give me the best care."
3) Dependency in Illness (behavioral dimension)
Agreement is indicative of dependency:
"When I think I am getting sick. I find it
comforting to talk with someone about it.
"When a person starts getting well it is har4,
to give up having people do things for him,"''
The purpose in reviewing these indicators is to
point out that they are oriented along an exclusively
scientific dimension.

In other words, Suchman does not ex-

haust the dimensions of medical orientation.

Ee assumes that

being negative to scientific orientation is similar to a

30Suchman, "Social Patterns . • •
31Suchman, "Social Patterns . • •

•

D.

4.

16
positive orientation toward non-scientific practices.

The

assertion, however, that a lack of medical knowledge, skepticism toward doctors and dependency in illness is similar to
the use or acceptance of folk remedies, faith healing, chiropractic praAices and the like seem tenuous.
This assumption that a (negative) orientation toward
scientific medicine is similar to a (positive) orientation
toward non-scientific practices receives little support from
other literature already reviewed.

We have seen that the

two systems may overlap at several points.

For example,

overlap is present where both systems are utilized in those
cases where scientific medicine is viewed as treating symptoms while non-scientific medicine treats the causes of Illness.

Another example is the partial overlap when certain

diseases are defined as treatable by a doctor while other
types are taken to a local healer.

It is on the basis of

such rationale that we contend that Suchman's indicators are
not exhaustive in dealing with medical orientation.

His

indicators are limited to a scientific dimension only.
In order to further exhaust indicators of medical
orientation an effort will be made to associate socio-cultural
factors with a more direct measure of non-scientific orientation.

To achieve this partial test we propose as a working

hypothesis the assumption Suchman makes.

That is, a negative

scientific orientation (lack of medical knowledge, skepticism toward doctors, etc.) is assumed to be the same as a
positive orientation toward non-scientifle medical practices

17
(belief in the effectiveness of folk remedies, faith healing, etc.).

It follows, then, that those sociocultural

factors that are associated with a positive scientific
orientatlon should also be associated with a neEative
orientation toward non-scientific medical practices.
It must be noted that the present research is in no
way conclusive; rather it is to be considered exploratory
and suwEestive.

It is honed that this research can aid In

clarifying definitions for fl:rtner research in the area.

CHAPTER III
DESIG:'; AND 7.:ETHODS
Formally stated, the hypotheses for this research
are as follows:
Hypothesis I

A non-scientific medical orientation will
he related to the degree of integration of
an individual's social group.
a. A hiEh orientation toward non-scientific
medicine will tend to be positively associated with a more hiwhly integrated social
group.

hypothesis II

Non-scientific medical orientation will be
related -to position in the social structure.
b. High orientation toward non-scientific
medicine will be positively associated
with lower eocio-economic status.

These hypotheses will be tested throuFh a secondary
analysis of data collected by Thomas R. Ford and associates
in the Houf- Thold Survey of the Southern Appalachian Studies.1
This survey was conducted in the summer of 1958 and obtained
information from 1,466 interviews.

Rep-ion:
1%62.

The weographic area

1Tho7r.as R. Ford, ed., The Southern Appalachian
A Survey. Lexington: University of Kentucky Press,
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from which the sample was drawn consisted of 190 counties
in the states of Alabas, Georgia, Kentucky, North Carolin
a,
Tennessee, Virginia and West Virginia, designated as the
Liouthern Appalachian Region.
Ire data were gathered under a two-stage household
survey of the area mentioned above.

Although attitude changes

may have occurred since the data were collected, the hypotheses
are of a theoretical nature and the test of their validity
with these data is assumed not to be significantly affected
by the passaAre cf

I.e., this analysis is not for the

purpose of ascertaining present attitudes In Appalachia per
se but, rather, medical attitudes and factors associated with
these attitudes in a more general sense.
One of the major shortcomings of a secondary analysis
such as this is that the data were not collected for present
purposes; however, indicators are available and in such form
that they appear valid in the framework of this research.
In working with the data it was found that a number of respondents had not answered those questions dealing with medical orientation which are to be utilized In this study; therefore, these respondents were eliminated from the analysis
leaving an N of 1120.
The orientation toward non-scien ..ific
medicine will
be measured by a Likert type scale2 with a negative scale
score indicating a more negative orientation toward
2
See Appendix B.
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non-scientific medical practice.

The raw scale scorer were

collapsed into five categories approximating
a normal distributton.'
Croup cohesiveness is operationally defined
through
4
the use cf five questions dealing with prima
ry group tie5.
These questions also were scaled using Liker
t procedures
with a low scale score Indicating a low
degree of cohesiveness
In primary group ties.

A further indicator of cohesiveness

on a regional scale was attempted but did not
scale.

.Even

though this indicator is 11 :
- Ited in scope it will be used
since other data were not available.5

This indicator will

3:he
questions used were:

"hen people are sick,
they can get treatment of various types
from a number of
sources. iiow effective do .pu think
each type is?" (Scoring:
"very effective [score 2]; 'somewhat
effective" and "not at
all" [score 11)--Chirooractors, Faith
healers, Home remedies
(such as herbs), Patent medicines and
drugs that can'ne
bought without a doctor's prescripti
on.
A
The primary group cohesiveness scale was
constructed
on the basis of the following quest
ions: 1. Do you have any
relatives who live nearby': (No +1, Yes +2);
2. Do you and
your relatives feel ;free to call on each
other for help?
+1, Yes +2); 3. Do you think a perso
n has an obligation
to help relatives even if he doesn't feel
close to them?
(No +1, Yes +2); 4. If you were in
trouble would you be more
likely to turn to close friends or your
relatives for help?
(friend and unsure +1, relatives +2);
5.
You can tell how
good a person Is by how he takes care
of his aging parents
(disagree and unsure +1, agree +2). The
raw scale scores
were collapsed into a scale score rangi
ng fro 1 to 3 approximating a normal eistributiOt.
The community cohesiveness indicator consi
sts of the
following two questions: 1. Do you prefe
r a minister who has
grown up in this area, or one who has
come in from outside
the area? (outside minister and no diffe
rence +1, local minister +2); 2. If a child of yours were consi
dering where to
live, would you want him to stay here
or go elsewhere? (go
or don't know +1, stay +2). Although other
dimensions are
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be considered as a limited measure of a favorable orientation toward the region with a low scale score indicating a
low eeEree of favoritism of the region.
:he -outhern iipalachlan Studies research staff

C3:1:-

piled a socio-economic score based on factors such as education, income, occupation, as well as a check list of household iteus.6

This socio-economic status score will be used

to measure position In the class structure.

The individual

items that make up this score will also be considered on an
individual basis, as will age an -4. sex.
The statistical measure to be used in the analysis
will include c7amma and chi square.

Since the variables

studie,f1 are ordinal, the former was used to measure the degree of association; the latter, to determine the degree of
significance.

present in this indicator both questions do indicate a favoritism to the region and will be used, keeping its inadequacy
In mind. (The raw scale scores were converted into a 1 to
3 scale range.)
6
Thomas R. Ford, "The Passing of Provincialism,
PP. 10-11 In Thomas R. Ford, ed. The Southern Apnalachian
Region: A Survey (Lexington: University of Kentucky Press,
1962).

CHAPTER IV
ANALYSIS
The relationship of non-scientific medical orientation to family cohesiveness is presented in Table 1.

This

relationship is significant at the .001 level although the
degree of association must be considered low (gamma =
.17).
when considering our tentative indicator of cohesiveness
on
the community level the results are similar in nature (see
Table 2).

Due to the low degree of association our hypothe-

sis that group integration and medical orientation will be
assec.iated has partial support.
(nerrz Hypothesis II, the relationship of socioeconomic status to non-scientific medical orientation was
significant at the .001 level of confidence (see Table
3).
The degree
-.17.

or

association, however, was low with gamma beinF

Here thP negetive gamma indicates that hiEh non-

scientific orientation is rartially associated with lower
class positions.

Similarly, other indicators of position

in the sccal structure were significantly related to nonscientific medical practices, although the degree of association must be considered low.
The social characteristics of the respondents in the
survey included sex, schooling, houeehold income, ape and
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TABLE 1
FREC4UENCY DISTRIBUTION OF RESPONDENTS BY ORIENTATION
TOWARD NON-SCIENTIFIC EEDICAL PRACTICES AND
PRIMARY GROUP COHESIVENESS

9.

.t

•1

2

Primary
Group
Cohesiveness

Orientation Toward Non-Scientific Medicine
1
(low)

2

3

4

(low)
1

60

91

62

48

15

2

58

121

110

78

49

51

101

131

87

56

169

313

303

213

120

3
(high)
TICTAL SAMPLE

5
(high)

C-1-s ._7uare - 71.73; d.f. = 8; Pc .001; gamma = +.17

I t'
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TABLE 2
FREQUENCY DISTRIBUTION OF RESPONDENTS BY ORIENTATION
TOARD NON-SCIENTIFIC 1;..DICAL PRACTICES AND
REGIONAL ETH..:OCE
.
NTRICISM
Regional
Ethnocentricism

Orientation Toward Non-Scientific Medicine
1
(low)

4
(high)

(low)
1

61

159

164

120

62

2

80

132

121

22

45

3
(high)

8

16

18

11

13

169

313

303

213

120

iC:AL

Chi-square = 10.45; d.f. = 8; P.2; gamma = -0.04

-*Wry
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TABLE 3
FREUENCY DISTRIBUTION OF RESPONDENTS BY ORIENTATION
TOWARD NON-SCIENTIFIC MEDICAL PRACTICES AND CLASS
Orientation Toward No

Claes

1

Medicine
2.4

(10W)
'X

1

15

29

34

2

49

87

73

5S

40

3

60

70

75

45

17

4
Chlah,

21

46

51

28

6

145

232

233

166

88

25

,

IOTAL SAFLE

Chi-square = 39.80; d.f. = 12; P4:.001; gamma = -0.15

rt
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occupation.

Schooling and occupation of the head of the

household v.ere also consideroe.

Each of these Indicators

was significant at the .001 level of
confidence, although
the c7aTT.,,, values must be considered low.
Sex of respondent and orientation toward non-scientif
ic
medicine found males being slightly more positi
ve toward nonscientific practices than females.

The degree of association

as measured by wamma was -.16 (see Table
4).
.
- 1entatior toward non-Ecientific redical practices
.
was partially associated with schooling of respon
dent as
.ell as schooliL7 of head of household.

Eere the direction

of the association suggests that the lower the number
of
yea:-,s In school, the higher the positive evalua
tion of nonscentific medical practices (se. Ta.les 5 and 6).
-are Is a slight negative association present when
considering the rel tionship between household income and
non-scientific m

',cal orientation, i.e., the lower the in-

come, the —.re positive the responderts evaluated
nonscientific medical practices (see Table 7).
Other indicators of position such as age of respondent,
occupation of respondent and head of household were significant although the degree of assiciation was particularly
low (see Tables 8 through 10).

From these results it can

be concluded that hypothesis II has only partial
support.
In an attempt to illuminate the dynamics involved
In the weak support of our Initial hypothesis, furthe
r
analysis will be attempted.

The relationship of our tlajor
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TABLE 4
FRL:,UEI:OY DISTRIBUTION OF
RESP3NDENTS BY ORIENTATION
TOARD itiON-SCIENTIFIC MEDICAL
PRACTICES AND
SEX OF RESPONDENT
Sex
of
Reepondent

Orientation Toward Non-Scientific
Medicine

1

2

(low)
Male
Female
TOTAL SAMPLE

(nigh)

21

79

122

70

56

119

2.74

191

13

521

169

313

303

213

120

••
••
•
•IM••••••••.••••=mimmee

Chi-square + 25.86; d.f. = 4; Pc
.001; gamma = -0.16

TABLE 5
FREqUENCY DISTRIBUTION OF RESPONLENT3 BY ORIENTATION
T0'..ARD NON-SCIENTIFIC YEDICAL PRACTICES AND
SCHOOLING OF RESPONDENT

Schooling
of
Respondent

Orientation Toward Non-Scientific Medicine
1

(low)

2

3

4

5
(high)

0 to 4 years

6

27

23

24

18

5 to 6 years

21

26

19

16

17

7 to 8 years

31

56

68

44

43

9 to 11 years

24

57

46

43

21

12 years

43

74

56

44

13

13 to 15 years

33

32

63

22

3

16 years

9

35

17

16

2

17 to 18 years

2

5

6

2

17

169

312

298

211

119

TOTAL SAMPLE

Chi-square = 94.34; d.f. = 28; P4.001; gamma = -0.14
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TABLE 6
FREQUENCY DISTRIBUTION CF RESPON
DENTS
TOWARD NON-SCIENTIFIC MEDICAL PRA BY ORIENTATION
CTICES AND
SCHOOLING OF HEAD OF HOUSEHOLD

Schooling
of Head of
Household

Orientation Toward Non-Scientific
Medicine
1
(low)

2

7

4

5
(high)

0 to 4 years

6

30

21

31

22

, to 6 years

12

:0

30

26

19

7

-.A_,_

73

69

41

41

9 to 11 years

43

45

L4

36

19

12 years

39

57

53

39

12

17 to 15 years

15

37

31

17

1

16 years

12

19

39

16

1.

4

12

10

3

3

.
40

Q years

17 to 20 years

Chi-square = 90.09; d.r.
= 32; P..001; Eamma = -0.1A
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TABLE 7
DISTRIEUTION 3F RESPONDENTS 3Y ORI
ENTATION
TOWARD NON-SCIENTIFIC Y.EDICAL PRA
CTICES AND
HOUSEHOLD INCOME
Orientation Toward Non-Scientific Med
icine

Household
income

1
(101* )

Under .999

7

23

4
(hich)

22

1q

7 C;

33

q

16

7,?

33

14

35

28

24

11,000-1,999

14

1.2,000-2,999

21

$3,000-3,999

17

38

24

16

000-L,999

25

49

32

10

45,000-5,999

23

36

-7, t:.

'7$'
'
,.

6,000-7,999

34

28

27

21

13

20

36

52

19

9

162

290

237

193

109

$8,000

and over

TOTAL SAMPLE

Chi-square = 63.87; d.f. =
28; P<.0C1; gamma = -0.11

5
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TABLE B
FRE'L;ECY DI2TRITION OF RESFONDITS BY ORIEMATI
ON
IOARD 1X-i4-SCIENTIFIC MEDICAL PRACTICES AND
AGE OF RESE3NDE,Ci
-

Age
of
Respondent

Orientation Touard :ion-Scientific Kediclne
1

2

7

4

(low)

5
(high)

Under 2'.:

10

)2)

25-29

15

28

21

12

6

30-34

20

51

30

21

14

35-39

14

28

38

21

3

40_44

33

32

26

22

19

45-54

43

55

62

56

32

55-64

16

46

51

41

19

65 and over

16

39

59

23

20

169

313

303

213

120

TOTAL SAMPLE

Chi-square = 76.83; d.f. = 32; P< .001; gamma =
.07
Don't Know
17

32

TABLE 9
FRE=CY DIETRIBUTION OF RESPONDENTS BY ORIENTATION
NON-SCIETIFIC laDICAL PRACTICES AND
OCCUPATION OF RESPONDENT
Orientation Toward Non-Scientific Medicine
Occupation
of
Respondent

1
(low)

2

3

4

Professional

11

21

19

11

9

Farmers

9

10

11

16

14

Managers/
Officials

8

12

9

5

2

Clerical/Sales

4

17

32

15

6

25

44

46

45

29

Household

2

12

8

6

1

Farm Labor

1

0

6

2

-z
_,

101

175

136

105

Student/Unemployed/ i
NR/Inappropriate
8

22

36

8

12

313

303

213

120

Craftsman/
Operatives

Housewife

TOTAL SAMPLE

169

5
(high)

Chi-square = 78.73; d.f. = 32; P4.001; gamma = 0.09
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TABLE 1C
FREQUENCY DISTRIBUTION OF RESFO.ZENT
S BY ORIENTATIN
TOARD NON-SCIENTIFIC Y.EDICAL PRACTICES AND
OCCUPATION OF HEAD OF HOUSEHOLD

Occupation
of Head of
HouseLold

Orientation Toward Non-Scientific Medicine
1

4

5
(hirth)

Professional

19

-z,
,1

21

16

Farmers

,
,
.1..,)

32

30

27

19

1-lanagers/Off1cials

26

41

41

24

4

Clerical/Sales

26

18

45

15

6

Craftsmen/
Operatives

65

121

91

98

50

Household

2

17

13

3

3

Farm Labor

3

4

8

7
..

5

Housewife

5

20

18

15

10

10

28

36

12

15

168

312

303

213

120

Students/Unemployed/
NR/Inappropriate
TOTAL SAMPLE

Chi-square = 77.76; d.f. = 32; P< .001; gamma =
0.06
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variables will be tabulated controlling for sccio-economic
status and region.

Initial relationship between orientation

toward non-scientific medical practices and scclo-economic
status and region are presented In Tables 3 an -2 11 respectively.
Socio-economic status was not ascertainable for 22.9
per cent of the population studied.

This segment of the

population will be considered as an auxilliary class and controlled, as are the actual class strata. The results of
1
controlling for the four strata and in determining the re-

• ,t
,

lationship of non-scientific Tedical orientaticn to group

*

cohesiveness are presented in Table 12.

When considering

only those respondents who are ranked as middle class,
strength of the relationship of non-scientific orientation
to group cohesiveness slightly increases.

That is, gamma

increases from the value of .17 In the entire population to
.24 when considering the middle class separately, while the
gamma values diminish when the other strata are considered
individually.

:he portion of the population fsr which class

was not ascertained approximately reflects the total group
with a gamma of .19.

We can, therefore, suggest that within

the middle class tLe relationship of non-scientific medical
orientation and group cohesivenec,s increases slightly and
contributes more to the relationship in the total population
group than does any other stratum.

5
5

1•ihe class strata schema is as follows:
lower middle, middle, upper middle.

lowest,
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TABLE 11
FREqUEI:CY DISTRIBUTION OF RESPONDENTS BY ORIEN
TATION
TOWARD NON-SCIENTIFIC MEDICAL PRACTICES AND
REGION
Orientation Toward Non-Scientific ::edictne
Rer.-ion

1

4

(low)

5
(high)

Rural

59

147

147

105

79

Urban

29

47

61

44

23

SMA

81

123

95

54

18

169

313

303

213

120

13TAL SAMPLE

Chi-square = 45.58; d.f. = 3; P<.001; gamma
= -0.20

te.
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TABLE 12
FREZUENCY DISTRIBUTION OF RESPONDENTS' ORIE
NTATION
TOWARD NON-SCIENTIFIC KEDICINE AND GROU
P
COHESIVENESS BY SOCIAL CLASS

Social Class
and Group
Cohesiveness
Lowest Class
Group Cohesiveness
low 1
2
high 3
Total
[chi-square = 14.63;
Lower Mddle Class
Group Cohesiveness
low 1

Orientation Toward Non-Scientlfic
Yedicine
2

high 3
Total

5
(high)

74
13
13
60

24
13
1
22
18
22
27
27
17
73
40
58
aluma = 0.15; Don't
Know = 813]

O
20
14
5
25
22
22
6
25
14
39
6
70
45
75
17
P‹.001; Eanlma = 0.24; Don't
Know = 853]

Upper Viddle-Highest Class
Group Cohesiveness
low 1
8
16
8
2
6
18
26
hiEh 3
7
13
17
Total
21
47
51
[chi-square = 13.11; d.f. = 8; P>
.10; gamma
Undetermined Class
Group Cohesiveness
low 1

4

7
3
6
4
5
24
11
15
11
12
4
12
16
20
8
15
29
34
35
25
8; P > .05; Eamma = 0.12; Don't
Know = 952]

8
23
42
26
hiwh 3
15
22
Total
49
37
[chi-square = 25.45; d.f. = 8; F<.01;
Middle Class
Group Cohesiveness
low 1
2
high 3
Total
[chi-square = 33.74; d .f.

3

(low

7
9
12
24

26
25
29
80

13
25
32
70

13
11

2
1
3
28
6
-0.03; Don't
Know = q671
2
16
22
47

22
32
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The levels of significance and value of gamma
in
the relationship of non-scientific medical
orientation to
group cohesiveness, when controlling for class
, are as
follows:

Sumary of Gamma and CM-square Values for the
Relationship of Kedical Orientation and
Group Cohesiveness by Class Strata
Level of
Significance
Class
Class
Class
Class
Class

1 (lowest)
2 (lower middle)
3 (middle)
4 & 5 (upper middle & highest)
not ascertainable

.05
.01
.001

.1
.05

.12
.15
.24
.03
.19

When controlling for the region in which the respondent
dwells (see Table 13) we find curiously enough,
that there is
a slight increase over the initial relationsh
ip of nonscientific medical orientation and group cohesiveness in
the
SMA and metropolitan areas, while in the rural
region the
relationship is weakened.

These results indicate that region

does have an effect upon the relationship of
the variables
in this study.

The specific effects of the change in degree

of association is difficult to explain.

It may be that group

cohesion is more prevalent in the rural areas and does
not
relate specifically to medical orientation.
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TABLE 13
FREQUENCY DISTRIBUTION OF RESPONDENTS'
ORIENTATION
TOWARD NON-SCIENTIFIC ZEDICINE AND GROUP
COHESIVENESS BY REGION
Orientation Toward Non-Scientific
Medicine
Residence

and
Group Cohesiveness

1
(low)

2

3

4

5
(high)

Rural GrotIP

Cohesiveness
low 1
15
40
26
18
2
24
62
41
55
high 3
20
45
66
45
Total
147
59
147
105
rchi-equare = 13.81; d.f. = 8; P >. .05; gamm
.
a = 0.14]
Urban Group
Cohesiveness
low 1
19
14
24
19
2
2
17
22
13
hig.h 3
12
8
12
15
Total
29
43
61
44
[chi-square = 30.45; d.f. = 8; P< .001; gamm
a = 0.22]
SKA Group
Cohesiveness
low 1
26
12
37
11
2
42
32
24
33
high 3
44
23
29
50
Total
81
123
64
95
[chi-square = 20.34; d.f. = 8; P< .01;
gamma = 0.23]

ont

_Adige;

10
37
32
79

3
4
15
23

2

8

a

18
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The level of significance and values of gamma
for
the relationship of non-scientific orien
tation and group
cohesiveness, when controlling for region,
are as follows:
Summary of Gamma and Chi-square Values for
the
Relationship of Medical Orientation and
Group Cohesiveness by Area of Residence
Level of Significance

Gamma

.05
.001
.01

.14
.22
.23

Rural
Sitt
Metropolitan

As can be seen from these results we must modif
y our
original hypothesis.

The relationship of non-scientific medi-

co: orientation to group cohesivenee7 may in part
be due to
lower middle class respondents who are not residlng
in rural
regions.

Our working hypothesis concerning the assumed re-

lationship of low scientific to high non-scientific
orientation cannot be accepted.

Rather, from the results of the

analysis it would seem that relatively little relationsh
ip
can be assumed between a low solentif'l orientation and
a
high orientation toward non-scientific medicine.
411le the data iJresented here were collected In

4.

Appalachia it seems at lest plausible that the findings
of this thesis might be extended to other rural areas of the
larger society and further testing is warranted.

In con-

sidering Suchman i s study we can suggest that his findings
might be due, in part, to the nature of his population,
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i.e., Washington Heights
near New York City. Per
haps the
relationships explored by
Suchman substantially exi
st only
in heterogeneous large pop
ulation centers.

CHAPTER V

CONCLUSION
In conclusion, this thesis has attempted to indicate that investigations of medical orientation have been
Incomplete to date.

These shortcomings have been primarily

due to a lack of exhaustive research in the field.

Using

a socio-cultural framework suggested by Suchman we have
dealt with certain aspects of medical orientation not covered by him, which lead to a more direct measurement of
non-scientific orientation.
Relationships between orientation toward non-scientific
medicine and the independent variables of primary group cohesiveness and position in the social structure were investigated.

The results were similar to those found by Suchman

since there were significant differences between the relationships.

All of the relationships were, however, weak.
Slight increases in the degree of relationship were

noted between the independent and dependent variables when
socio-economic status and reaion were controlled.

The data

suggests that primary group cohesiveness and non-scientific
medical orientation are associated to a slightly greater degree among middle class non-rural dwellers.
Is slight and non-conclusive.
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This tendency
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These relationships are summarized as follows:
1.

The relationship between the orientation toward

non-scientific medical practices and family cohesiveness was
significant but low in degree of association.
2.

The relationship between orientation toward non-

scientific medical practices and the community cohesiveness
Indicator used was significant but low in degree of association.

3.

The relationship between orientation toward non-

scientific medical practices and position In the social
structure was significant but low in degree of association.
4.

The relationship of orientation toward non-

scientific medical practices and group cohesiveness increased
slightly in degree when controlling for middle class, small
metropolitan area and metropolitan groups.
Various conclusions concerning future research in
the area of medical orientation are suggested from the above.
They are as follows:
1.

Future studies in the area of medical orientation

should be more exhaustive in scope; more specifically, direct
measurement of scientific as well as non-scientific orientations should, be explored.
2.

Future research should consider in more detail

the affective, cognitive and behavioral dimensions of scientific as well as non-scientific orientation and behavior.
3,

Future research should consider cultural factors

such as perception of Illness, nature of illness, etc., as
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well as other variables suggested in anthropological literature relating to medical orientation and behavior.
These suggestions it is felt will help to avoid what
at present seems to be a scientific ethnocentrism in existing
studies.

By expanding the suggestions above, it is believed

that the, medical orientation might be clarif!.ed.

Further

this more exhaustive approacn seems beneficial if a sociological approach to mediclne is to expand and make practical
contributions to more effective medical care.

;trTElc:DIX A
As is the case in secondary analysis, the present
researcher had no control over the interview procedures
and therefore cannot justify interpreting what is being
indicated by a "don't know'' response.

Questions arise as

to whether these incomplete responses are to indicate a
eenuine lack of attitude, hostility in the interview situation or a catch-all category for indecision.

There is sup-

port in the literature for disregarding these respondents,
In that other research using secondary analysis on the same
data have used a similar procedure.

At any rate, rather

than misrepresent the interpretation of this category they
were disregarded.
In reviewing the distribution of the complete and
Incomplete response categories in relation to certain face
sheet variables, certain generalizations can be made.

They

are as follows
1.

There Is a slight tendency for those whe pave

complete responses to medical attitude questions to be less
rural than those who did not give complete responses.
2.

The study population for the above analysis tended

to be employed in higher status occupations than those who
were eliminated from the analysis.

1t4
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3.

The sex distribution of respondents in both

categories tended to be similar.
4.

The age distribution of respondents, in both

categories tended to be similar.

5.

The "complete response" population appears to

be generally better educated than those respondents
giving
incomplete responses.
6.

Those respondents who are in the "complete re-

sponse" category tended to be from households with higher
incomes than those in the "incomplete response" category.

7.

The group that rendered complete information con-

cerning medical attitudes is generally of a higher
socioeconomic level than the group that did not render complete
answers.
The data from which these generalizations are drawn
are presented in Tables lh through 20.
Concerning the effects of deleting the "Incomplete
response" population, it is difficult to make any
judgment.
The hypothesis might be made that those of lower education,
socio-economic status, income and occupational ranks make
up this population, and are thus a more parochially oriented
group.

It is possible that this has skewed the data in

favor of a more cosmopolitan study population.

The controls

for region end socio-economic status in the study should
have at least partially established that this is not a major
factor and therefore not eNcessively detrimental to the findings of this study.
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TABLE 14
FREWJENCY DISTRIBUTION OF COMPLETE AND INCOMPLETE
RESPONSE CATEGORIES BY SOCIO-ECONOMIC STATUS
Response
Socloeconomic
Statue

Incomplete

Complete

Low
1

55 (16.8%)

138 (12.3%)

2

71 (21.6%)

305 (27.3%)

3

57 (17.4%)

268 (24.0%)

19 ( 5.8%)

153 (13.7%)

126 (38.4%)

252 (22.5%)

*
Hi8h
No Response
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TABLE 15
FREQ,UEN0Y DISTRIBUTION OF COM
PLETE AND INCOMPLETE
RESPONSE CATEGORIES BY HOUSEH
OLD INCOME
Response
Household
income

Incomplete

Complete

41 (12.5%)

72 ( 6.4 %)

45 (13.7)

136 (12.2%)

$2,000 to 2,999

37 (11.3%)

146 (13.1%)

$3,000 to 3,999

53 (16.3";')

137 (10.3;0g )

t4,000 to 4,999

27 (

167 (14.9%)

$5,000 to 5,999

22 ( 6.7%)

127 (11.4%)

46,000 to 7,999

34 (10.4%)

123 (11.01.)

68,000 and over

18 ( 5.5%)

136 (12.21)

51 (15.5%)

72 ( 6.4%)

Under $999

$1,000 to 1,999

No Response
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TABLE 16
FREQ,UENCY DISTRIBUTION OF COMPLETE
AND INCOMPLETE
RESPONSE CATEGORIES BY AGE OF RESPONDE
NT
Response
Incomplete

Complete

Under 25

21 ( 6.4"Z)

69 ( 6.2%)

25 to 29

22 ( 6.7-Z)

80 ( 7.2%)

30 to 34

33 (10.1%)

136 (12.27/)

to 39

43 (13.1%)

1C4 ( 9.3%)

40 to a4

27 ( 8.2%)

132 (11.8%)

77 (23.5%)

249 (22.7-')

55 to 64

47 (14.3%)

173 (15.5%)

65 and over

56 (17.1%)

156 (14.0%)

45 to 54

No Response

2(

17 ( 1.5%)
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TABLE 17
FREQUENCY DISTRIBUTION OF COMPLETE AND INCOMPLETE
RESPONSE CATEGORIES BY SEX OF RESPONDENT
Response
Sex

Incomplete

Male

117 (35.7q

))
378 (33.81

Female

211 (64.3%)

738 (66.0-Z)

Complete

TABLE 18
FREQUENCY DISTRIBUTION OF COMPLETE AND INCOMPLETE
RESPONSE CATEGORIES BY REGION OF RESPONDENT
Response
Region

Incomplete

Rural

563 (47.9%)

176 (53.7%)

Urban

380 (34.0%)

79 (22.3)

SMA

200 (17.9%)

73 (24.17',)

Complete

TABLE 19
FREQ,UENCY DISTRIBUTION OF COMPLETE AND INCOMPLETE
RESPONSE CATEGORIES BY SChOOLING OF RESPONDENT
Response
Schooling

Incomplete

0 to 4 yearis
,

38 (11.6%)

98 (

5 to 6 years

49 (14.9%)

99 ( 8.9%)

7 to 8 years

85 (25.9%)

242 (21.6g)

9 to 11 years

54 (16.5%)

190 (17.0)

12 years

52 (15.9%)

230 (20.6 )

13 to 15 years

33 (10.15)

153 (13.7g)

OoTplete

8.81))

16 years

7

I. 2.1)

79 ( 7.1%)

17 to 18 years

7 ( 2.1g)

17 ( 1.5)

No Response

3(

"

.9%)

8(

.7Z)
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TABLE 20
- INCOMPLETE
FREqUENCY DISTRIBUTION OF COMPLETE Alit)
NDENT
RESPONSE CATEGORIES BY OCCUPATION OF RESPO
Response

Occupation

Incomplete

Complete

Professional

11 ( 3,4%)

71 ( 6.4%)

Farmers

17 ( 5.2)

60 ( 5.4%)

Managers/Officials

16 ( 4.9%)

36 ( 3.2%)

Clerical/Sales

12 ( 3.7%)

73 ( 6.5%)

C;raften/Operatives

58 (17.7%)

189 (16.9%)

iou.schold

15 ( 4.6%)

29 ( 2.6%)

5 ( 1.5%)

12 ( 1.1)

163 (49.74)

560 (50.1)

31 ( 9.5-4)

86 ( 7.75)

Farm Labor
Rouseife
Stutlent/Unemployed/
NR/Inappropriate

APPEivDIX
All items used in the construction of the scales
in the above analysis were subjected to elementary linkage
analysis to determine their scalability.

This method seeks

to cluster variables on a unidimensional axis by measuring
for internal consistency of each item with the total scale
This intercorrelation of items with total scale

score.

score was considered consistent if each item correlated at
This method is outlined in detail by

the .70 level.
1
KeQuitty.

A matrix of correlations of the initial six items
chosen as indicators of family cohesiveness is presented
below.

On each run the lowest correlation is dropped and

a new scale score and intercorrelations calculated.
FAMILY SCALE
Run

1
2

1

.709
.812

.892

3
1.000

.833

1.000

2

4
.875
.914

5
.680

6
.784
.857

On the basis of these high correlations the five items to
the second set of calculations were used in the construction
of the family cohesiveness scale.

Louis L. 1,:c,iitty, "Elementary Linkage Analysis
'
Orthgonal and Oblique Types and Typal RelevanIsolating
for
and Psycholoalcal Measurement, XIX (1957),
Educational
cies,"
207-229.
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The medicine scale indicators were chos
en in a
similar manner with the matrix of
intercorrelations of
scale score, with individual item
s presented below,
MEDICINE SCALE
Run

1

1

.527
.853

2

.343
.629

3
.739
.740

4

.932
.792

5
.575

After choosing the items on the basis
of their unidimensionality, the response to each ques
tion was scored
and summed.

The distribution was analyzed and cutting
points

for the classified scale scores used
in the body of this paper were established. This classificati
on of raw scale
scores was carried out with the intent
in the choosing of
cutting points being the establishmen
t of a distributici
that did not obscure what seemed to be
definite categories
of response.
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